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it people think about doctors is 
ity important to the future of the 
ctice of medicine in this country. 


an the power and influence of 
ertising—the right kind of adver- 
ng—be employed to bring home 
ople what the physician of today 
really do for them, if they'll only 


him the opportunity? 


Parke, Davis & Company’s answer 
this question is their “See Your 
ktor” advertising program which 
v started twenty-six years ago and 
¢ been carrying on ever since. 
h message in this continuing series 
phasizes the same major theme: 
importance of prompt and proper 


ual care. 





0 products are mentioned; that 
he province and responsibility of 


physician, 
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Because these messages are all “pic- 
ture stories” that dramatize the inform- 
ative and serious material they present, 
they are among the best-read adver- 
tisements being published today. 
Above everything else, we try for 
plausible, believable messages that 
will nudge the reader into action 
without either raising false hopes or 
scaring him. We want him to have 
not only increased confidence in his 
doctor, but in the professional back- 
ground and skill of the pharmacist 
who fills the prescription, and in the 
medicine itself. 

We naturally hope that the reader 
will come to know and recognize 
Parke-Davis as a leader in a funda- 
mental American industry, and to 
associate our name and label with 
manufacturing skill, careful testing, 


and enlightened research. 


ARKE-DAVIS speaks to the public... 


A program of this kind, if it is to do 
the greatest good, must be brought 
to the attention of millions of people. 
That is why the “See Your Doctor” 
messages have appeared and are cur- 
rently published in the saTuRDAY 
EVENING POST, LIFE, TIME, NEWSWEEK, 
TODAY'S HEALTH, and other leading 


magazines. 


While the broad problem is one 
which admittedly challenges the skill 
and resourcefulness of many organi- 
interest of 


zations that have the 


Medicine at heart, Parke-Davis is 
proud to have a part in pioneering 
and developing a type of advertising 
approach which is proving increas- 
ingly effective in meeting this chal- 
lenge. PARKE, DAVIS & COMPANY, 
DETROIT 32, MICHIGAN. 
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Home Office Building For 
Blue Cross-Blue Shield 


The formal dedication of the Blue Cross- 
Blue Shield home office building points up 
a mark of stability that every home owner 
recognizes. Any uneasiness that these serv- 
ice organizations are getting too big and too 
powerful will be allayed if one considers their 
purpose, their past history, their structure 
and their competition. 

Their purpose is to offer a means of al- 
lowing the people of the state to pool their 
resources in advance and with this fund to 
take care of each other’s families in event of 
serious sickness. From the beginning, the 
emphasis has been on the family and not 
just the employed person. This concept of 
community service, though not at the outset 
considered actuarily sound, was secured by 
the hospitals who guaranteed the service 
promised by the Blue Cross Plan. 

The past history of these service plans 
indicates that they are anxious to go as far 
as is financially possible toward increasing 
their services to the contract holders, and 
their payments to hospitals and to doctors. 
They have repeatedly made alterations in 
these directions as their financial position 
has improved. Two galling points have been 
treated as well as could be: (1) a set of 
rules for inclusion under the contract is nec- 
essary since participants must be equally 
benefited; and, (2) inequalities of payments 
to hospitals are in some measure unavoid- 
able since there is a great difference in costs 
due to the variation in the number of serv- 
ices offered by the different hospitals. Blue 
Cross is going all the way in helping a com- 
mittee of hospital people try to solve these 
inequities. 

The structure of these organizations is 
such that no one makes any profit from 
them. All income not required for operation 
and for discharging obligations under the 
contracts is set aside for future benefits to 
contract holders. At the beginning it took 
most of the income to pay for the cost of 
operation alone. This early period was man- 


November, 1954—Volume 47, Number 11 





aged with borrowed capital. It now requires 
only about seven per cent of the income for 
all operational costs — the balance is used 
to pay for the participants’ hospital and med- 
ical care or is placed in reserve. All person- 
nel in the employment of the plans receive 
salaries. None receives a percentage of in- 
come from the sale of contracts. This all 
means that the total cost of medical care 
for people covered under the contract is in- 
creased very little by paying for the service 
in advance in small’ monthly payments. 

While most of us believe that the family 
who has a Blue Cross-Blue Shield contract 
has the best that can be obtained, neverthe- 
less, there are many good commercial com- 
panies in the field. This competition is heal- 
thy for both, and as long as it exists, neither 
can become too dictatorial. 

The building of a Blue Cross-Blue Shield 
home office is a landmark of stable develop- 
ment. The large sum that has been neces- 
sary for rental space can now be left in 
reserve. With so many fly by night companies 
around it will be reassuring for people 
to look at the home office building and real- 
ize that Blue Cross and Blue Shield are 
here to stay. 


Hospital Personnel Shortage 


A recent brochure on this subject released 
by the Health Resources Advisory Commit- 
tee on the Office of Defense Mobilization 
points out many of the problems and sug- 
gests steps to help in solving them. 

While the shortage of personnel is not lim- 
ited to that of nurses, an increase in their 
number is urgently needed. The family doc- 
tor is often asked his opinion of nursing as 
a vocation. Every young girl should learn 
how to make a living. There is no better 
field for this than nursing. There is a tre- 
mendous inner satisfaction that comes from 
the work itself in all its many phases, and 
it offers superb training for future family 
life if a career in nursing is set aside for 
marriage. Nursing education today means 
the development of mature, educated young 
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women who have the skills peculiar to the 
nursing profession. The family doctor can 
advise his young inquirer that she, with a 
nursing certificate or degree, can always be 
proud, useful, independent and secure. She 
could not ask for more. 


The Search For Hidden Diabetes 


The protean specter of diabetes mellitus 
haunts the consulting room of every prac- 
ticing physician. It lurks behind the follicul- 
itis, furunculosis, and pruritus ani in the 
office of the dermatologist. It peers out from 
retinal microaneurysms, pigmentation, hem- 
orrhages, and retinitis profiferans at the oph- 
thalmologist. It hides behind altered sensa- 
tion and reflexes in the clinic of the neu- 
rologist, and leers through an albuminous 
cloud in the test tube of the urologist. It 
troubles the sleep of the surgeon concerned 
about ketosis and wound healing; and of the 
obstetrician vacillating between forceps and 
cesarean. It hides behind the cough of the 
phthisical, and the elevated T-wave on the 
cardiogram. It complicates the peaceful di- 


Scientific y icles 


Routine Operative 


agnostic life of practitioner and specialist 
alike. 


It is the responsibility of medical men to 
be wary of this dissimulator; it is also the 
responsibility of the profession to discover 
diabetes as early as possible and to institute 
proper management. Poor control of diabetes 
usually results in a high incidence of com- 
plications: infection, acidosis, retinitis, ne- 
phropathy, vascular calcifications, and neu- 
ropathy. Good control reduces the incidence 
of these complications and increases longev- 
ity in the diabetic. 

For the early detection of diabetes, each 
physician-practitioner and specialist alike- 
must perform a screening test, even though 
it be only a urine test for glucose one hour 
after a high carbohydrate meal, on every 
patient he sees. 


Each of us owes it to the community to 
cooperate with the intensive campaign of 
diabetes detection and education; but let us 
not forget that this is a year round pro- 
gram. — Milton R. Weed, M.D., in the De- 
troit Medical News, Nov. 16, 1953. 


CHOLANGIOGRAPHY 


BRUCE H. BROWN, M.D. and GEORGE M. BROWN, JR., M.D. 


The idea and technique of operative cho- 
langiography is not new, being reported by 
Cotte in 1929 and Mirizzi in 1932. It has 
enjoyed increased usage by those doing bil- 
iary tract surgery during the past 15 years, 
though both surgeons and radiologists have 
been reticent to adopt its general use. This 
reluctance stems from misconceptions re- 
garding time element, expense of equipment, 
and patient safety. Unfortunately, in some 
instances, there is also false pride regard- 
ing ability to do satisfactory common duct 
exploration. 

This presentation includes 150 consecutive 
cases of biliary tract surgery in which ap- 
proximately 200 series of operative cholan- 
giograms have been done at time of surgery. 
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THE AUTHORS 


Bruce H. Brown, M.D., and George M. Brown, 
M.D., staff members of the McAlester Clinic, are 
joint authors of “Routine Operative Cholangio- 
graphy. Both are graduates of the University 
of Oklahoma School of Medicine. Doctor Bruce 
Brown specializes in radiology and served his 
internships and residency at St. Anthony, Mercy 
and University Hospitals, Oklahoma City. Doc- 
tor George Brown specializes in general surgery 
and proctology. He interned at the U. S. Navy 
Hospital, Bainbridge, Maryland, and served his 
residency at the Cleveland Clinic. 


In this group there have been no operative 
deaths, and as far as the authors have been 
able to determine, there has been no increas- 
ed morbidity or sequela from the use of ra- 
dio-opaque media injected into the biliary 
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tract. The surgical and radiological facilities 
for doing this group of cases have been di- 
vided between two 65 bed hospitals in a 
town of 20,000 population. 

The indications for common duct explora- 
tion have been handed down through the 
vears as a precise dogma, and we do not feel 
that operative cholangiography in any way 
should replace good surgical judgment. How- 
ver, it is quite apparent that even today 
‘ommon duct exploration, alone, leaves some- 
thing to be desired in view of the great 
1umber of techniques, types of probes, etc., 
lesigned to prevent overlooking stones in 
he common duct. When there has been any 
juestion of accuracy of the cholangiograms 
n this series of cases, we have done common 
luct exploration. Correlation of positive and 
iegative radiologic findings with surgical 
‘indings has been excellent (98 per cent). 
This further emphasizes the value of rou- 
ine cholangiography as an adjunct to com- 
mon duct exploration. 

Therefore we present this group of cases, 
together with details of technique, and pit- 
falls of interpretation. We shall briefly dis- 
cuss, with case presentation, the clinical us- 
ages and valuable information we have ob- 
tained from routine operative cholangiogra- 
phy. 

Technique 

A. Radiology: The time involved in car- 
rying out the x-ray technique of routine 
operative cholangiography is relatively short 
in comparison to the operative procedure, 
nevertheless, the x-ray technique is very im- 
portant and vital to its success. The average 
time involved in this group of cases has been 
7-10 minutes. The actual x-ray technique is 
best considered under three headings; name- 
ly: equipment, position and factors. Equip- 
ment consists of (1) a portable x-ray ma- 
chine, preferably 30 M.A., (2) a portable 
3ucky, (3) three 10” x 12” casettes, and (4) 
70 per cent urokon sodium as contrast media. 
The patient is in the usual supine position 
for gallbladder surgery with the portable 
Bucky and casette in place between the fold- 
ed pads on the table and centered under the 
right upper quadrant of the patient. The 
tube is centered over the casette aided by 
the surgeon in localizing the junction of the 
cystic and common duct. Factors consist of 
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(1) distance — 25 inches, (2) Ma. — 30, 
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(3) KV—70, (4) time — three seconds. 
These are composite averages which must 
be varied depending on the weight and size 
of the patient. 

B. Surgery: From the standpoint of surgi- 
cal technique operative cholangiography may 
be classed into three types. 

1. Needle cholangiography. Either the 
cystic duct, the common duct or the gall- 
bladder itself may be needled directly. A 
single injection of radio-opaque material is 
introduced into the biliary system. In this 
series, the first group of 44 cases were of 
this type. As we gained experience we found 
this procedure unsatisfactory in about 20 
per cent of cases, for the following reasons: 
a. The introduction of a needle into the com- 
mon duct or cystic duct without penetra- 
tion of the posterior wall was quite difficult. 
b. The leakage of dye around the ductal sys- 
tem was often quite pronounced resulting in 
inaccurate interpretation of films. c. Any 
movement of the patient, unuusual depth of 
the wound, or poor exposure greatly increas- 
ed the possibility of error. Because of these 
difficulties the second type of cholangiogra- 
phy has been used in the last 106 cases. 

2. Catheter cholangiography. A Touhy 
continuous spinal catheter or comparable 
polyethylene catheter is introduced into the 
cystic duct for fractional instillation of ra- 
dio-opaque material. The cystic duct, com- 
mon duct, and cystic artery are dissected 
out completely. The cystic artery is divided 
between clamps and ligated. This clears the 
area at the junction of the cystic and com- 
mon ducts. A loose ligature is then placed 
around the cystic duct. With the duct under 
tension a small nick is made transversely 
near its junction with the gallbladder. The 
catheter is readily inserted into the cystic 
duct for a distance of 2 cm. and ligature 
tightened, fastening the catheter securely. 
Such access to the ductal system then al- 
lows fractional injection of the radio-opaque 
media. 

3. Terminal cholangiography. This type 
is done through the T-tube while the abdomen 
is still open and after common duct explora- 
tion has been completed. With watertight 
closure of the common duct obtained about 
the T-tube, the T-tube is flushed and filled 
with sterile water. The long limb of the T- 
tube is then needled, the radio-opaque media 
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injected, fractionally, and serial films ex- 
posed. This type of cholangiography is prob- 
ably the most effective of all. With at- 
tention paid to small details and cooperation 
of both surgeon and radiologist, films should 
be obtained which are completely satisfac- 
tory to determine continued presence or ab- 
sence of intra-biliary tract pathosis. 

In taking serial films, 3 cc. of urokon sod- 
ium 70 per cent are injected immediately 
prior to exposing each of three films. All 
air bubbles, stones which may be covered up 
with excessive radio-opaque media, struc- 
tures intra-biliary tract tumors, etc., can 
then be readily detected since one has three 
separate films for study. 

C. Miscellaneous: 1. Controlled respira- 
tion. The patient must not breathe during 
the time of film exposure. With spinal an- 
esthesia the patient may voluntarily cease 
respiration. Under general anesthesia, the 
respiration may be stopped by pressure on 
the anesthesia bag. We have not found it 
necessary to resort to drugs to produce mo- 
mentary apnea. 

2. Removal of instruments. All instru- 
ments, retractors, etc., must be removed prior 
to the exposure of the films so that portions 
of the biliary tract will not be obscured. 

3. Removal of radio-opaque sponges. 
Sponges and tapes with radio-opaque mark- 
ers contained within them must likewise be 
removed to prevent obscuring any portion of 
the biliary tree. 

4. Elimination of media spillage. Con- 
trast media outside the biliary tree gives a 
distorted picture which handicaps accurate 
interpretation. This can be eliminated by 
proper placement of the needle or catheter 
prior to the exposure of the films. In those 
instances where the gallbladder is removed 
prior to the exposure of the films, closure 
of the liver bed will eliminate spillage com- 
ing from the occasional accessory biliary 
duct emptying into the liver bed. 

5. Catharsis. Adequate removal of all ba- 
rium is necessary in patients who have had 
concurrent preoperative gastrointestinal 
tract studies. 

6. Stomach decompression. A Levine 
tube should be inserted into the stomach rou- 
tinely. This not only facilitates adequate ex- 
posure by keeping the stomach decompress- 
ed, but likewise eliminates troublesome sha- 
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dows overlying the biliary tree. 

7. Spasm. Spasm of the ampulla of Vater 
may present diagnostic difficulties. This is 
believed to be largely initiated by the rapid 
injection of large amounts of radio-opaque 
media under pressure. The incidence of 
spasm with 3 cc. injections of the urokon 
sodium 70 per cent has been negligible in 
this series. Those few cases have been read- 
ily relieved by the patient’s inhaling a small 
amount of amyl nitrite. Repeat films may 
then be necessary. 

Clinical Usage With Case Discussions 

The stimulus for doing operative cholan- 
giography has stemmed, by and large, from 
the necessity of determining the presence 
or absence of common duct calculi. However, 
with excellent visualization of the biliary 
tree, the true anatomical picture of both the 
extra-hepatic and intra-hepatic systems is 
readily visualized. This makes routine opera- 
tive cholangiography a proven diagnostic aid 
in many conditions involving the biliary duc- 
tal system. 

I. Normal anatomical variation 
II. Common duct stones 
A. Suspected cases 
B. Non-suspected cases 
III. Hepatic duct stones 
IV. Cases which are found normal 
with the aid of cholangiography 
in which common duct exploration 
would have to be done otherwise. 
V. Strictures 
A. Common duct 
B. Hepatic duct 
VI. Tumors 
A. Intra-hepatic 
B. Biliary tract 
C. Ampullary 
VII. Cases of common duct reconstruc- 
tion 

VI. Biliary atresia and other anomal- 

ies 

The following are representative cases of 
both calculous and non-calculous lesions se- 
lected from this series. The diagnosis and fin- 
al decisions were made during surgery on 
the basis of routine operative cholangio- 
graphy. 

No. 1: Mrs. M. A. This 71-year-old white 
woman had repeated episodes of biliary colic. 
Physical examination revealed marked right 
upper quadrant tenderness and an icteric 
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Fig. 1 


Small diverticulum of the distal common duct. 








Illustrated below are four representative films showinz a few of the normal variations of the biliary system. 





Several pancreatic ducts emptying separately into the duodenum 


Unusually long common duct. 


The common duct crossing the midline and emptying into the duodenum on the left side by three separate 


small branches of the distal common duct. 


tint to the sclera. The serum bilirubin was 
1.5 mgm. per cent with a direct positive Van- 
lenburg and urine positive for bile. At sur- 
gery a thick walled, acutely inflammed gall- 
bladder containing numerous stones was 
found. The common duct was moderately en- 
larged. Cholangiography revealed normal fill- 
ing of the hepatic radicals with common 
duct moderately dilated and containing sev- 
eral non-opaque stones. One non-opaque stone 
was partially blocking the distal common 
duct, however, there was dye in the duo- 
denum. Following common duct exploration 
and removal of the stones, terminal T-tube 
cholangiogram revealed normal filling of the 
biliary tree and normal emptying of the dye 
into the duodenum. (See Fig. 5 and 6.) 

No. 2: Mrs. O. P. This 24-year-old white 
female had biliary colic, jaundice and a 
serum bilirubin of 3.7 mgm. per cent. Sur- 
gery revealed an empyema of the gallblad- 
der and also many biliary stones. The cystic 
and common ducts were moderately dilated 
with a marked amount of induration of the 
head of the pancreas present. Cholangiogra- 
phy revealed a dilated common duct and 
hepatic tree with an obstruction by a non- 
opaque calculus measuring approximately 5 
mm. in diameter. Common duct exploration 
vas done, and by transduodenal approach, 
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the stone was teased through the ampulla of 
Vater, with delivery into the duodenum. Fol- 
lowing this, terminal T-tube cholangiograms 
revealed a perfectly normal duct. (See Fig. 
7 and 8). 

Comment: These are typical cases in 
which the decision to do common duct ex- 


ploration was clear. However, in many in- 
stances such decision is not clear. In those 
instances routine operative cholangiography 
plays a most important role. No one can ques- 
tion the increased morbidity and mortality 

























Fig. 7 


associated with common duct exploration. 
Likewise further increase is present when 
secondary operations are necessary for re- 
moval of common duct stones which have 
been overlooked. Terminal cholangiography 
prevents a secondary operation from becom- 
ing a necessity. 


No. 3: Mrs. R. D. This 20-year-old obese 
white female had food dyscrasias, right up- 
per quadrant pain, nausea and vomiting, but 
no chills, fever or jaundice. Physical exami- 
nation and laboratory findings were nor- 
mal. Preoperative x-ray studies showed 
stones in the ballbladder with a normal upper 
gastrointestinal tract. At surgery a distend- 
ed thick-walled gallbladder containing num- 
erous stones was found. Multiple anomalies 
of the cystic artery with three short branches 
from the right hepatic artery were present. 
The common duct was of apparent normal 
size. However, operative cholangiography re- 
vealed slight dilation of the common duct 
and hepatic radicals with a single, round 1 
em. non-opaque stone in the center of the 
common duct. The dye emptied readily into 
the duodenum. Following exploration of the 
common duct and removal of the stone, term- 
inal cholangiograms were normal. (See Fig. 
9). 


No. 4: Mr. J. W. This 70-year-old male 
had repeated bouts of right upper quadrant 
pain but no other positive history of biliary 
tract disease. Physical examination revealed 
tenderness in the right upper quadrant and 
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Fig. 8 


a palpable mass. Laboratory findings were 
entirely normal. At surgery an acutely in- 
flammed, thick-walled gallbladder containing 
multiple stones was found. The ducts ap- 
peared normal. Operative cholangiograms re- 
vealed a normal size biliary tree with three 
small non-opaque stones present in the distal 
common duct. On serial films, with addi- 
tional injection of radio-opaque media, these 
were impacted at the ampulla of Vater. With 
the stones removed, terminal cholangiograms 
were normal. (See Fig. 10 and 11) 


Comment: These cases further emphasize 
the benefits of routine operative cholangio- 
graphy. Repeatedly, cases of cholecystitis 
with cholelithiasis have no previous history 
of jaundice. At operation the ductal system 





Fig. 9 
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appears normal in size, and palpation shows 
no evidence of intraductal pathology. The 
size of the patient, the amount of periductal 
inflammatory reaction, and induration in 
the head of the pancreas all affect palpation 
f the ductal system. These points emphasize 
hat the usual criteria for common duct ex- 
loration are inadequate for determining in- 
trabiliary tract pathology. 


No. 5: Mr. E. W. This 69-year-old white 
nale had intermittent abdominal pain, in- 
‘reased flatulence, occasional nausea and 
vomiting and associated weight loss. Physical 
‘xamination was normal except for tender- 
1ess in the right upper quadrant. No jaun- 
lice was present and laboratory studies were 
iormal. Preoperative films showed non-vis- 
ialization of the gallbladder. At surgery the 
‘ight upper quadrant was filled with dense 
idhesions from a previously ruptured gall- 
ladder, and scarring was present about the 
‘ommon and cystic ducts. Operative cholan- 
riography showed a slight dilation of the left 
nepatic and common hepatic ducts with an 
val 1 cm. stone present in the left hepatic 
radical. An unusual anomaly of the cystic 
duct was present, emptying into the distal 
‘ommon duct from behind and on the left 
side. The stone was removed and terminal] 
cholangiograms, which clearly outlined this 
anomaly, were otherwise normal. (See Fig. 
12, 13 and 14.) 

Comment: Examination of the serial films 


revealed that the stone present in the com- 
mon duct moved into the hepatic radical fol- 





Fig. 12 Fig. 13 
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Fig. 10 Fig 


lowing fractional injection of urokon sodium. 
With common duct exploration and the vig- 
orous irrigations advocated by some, many 
stones may similarly be displaced upward 
into the hepatic radicals. These later block 
the common duct and necessitate a second- 
ary operation. Too often the liver is then 
falsely blamed for reformation of stones. 


No. 6: Mr. C. B. This 73-year-old white 
male had right upper quadrant pain, nausea 
and vomiting, with a rising white count and 
serum bilirubin level. Previous cholecystos- 
tomy with removal of stones, and more re- 
cently sump drainage for a ruptured gall- 
bladder, had been done. Physical examination 
revealed an acutely ill elderly white male 
with electrocardiographic findings of coron- 





Fig. 14 
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Fig. 15 Fig. 16 





ary insufficiency. At operation the gallblad- 
der was tremendously thickened with a 
massive inflammatory process matting the 
stomach, duodenum and transverse colon to 
it. The common duct was dilated. Op- 
erative cholangiograms revealed a dilated 
common duct with a large stone in the hep- 
atic duct and a smaller stone in the com- 
mon duct. With removal of the stones, termi- 
nal cholangiograms showed a normal biliary 
tree. See Fig. 15 and 16. 


Comment: This patient was obviously a 
poor risk. Unnecessary and prolonged ex- 
ploration of the common duct would have 
seriously jeopardized successful surgery. The 
five to 10 minute time element delay, in this 
particular instance, saved time by having a 
negative terminal cholangiogram and know- 
ing the duct was free of further obstruction. 


No. 7: Mrs. P. M. This 32-year-old white 
female had pain, chills fever, nausea, vomit- 
ing and jaundice. The icteric index was 36, 
with a positive direct Vandenburg and nor- 
mal liver function studies. At operation the 
gallbladder showed both acute and chronic 
inflammatory changes, with the common duct 
normal in size. The pancreas was markedly 
indurated. A low loop hepatic artery anomaly 
was also present. Cholangiograms were nor- 
mal and pathological reports showed an acute 
and chronic cholecystitis with slight chronic 
pancreatitis. 


Comment: With normal cholangiograms it 
was apparent that the jaundice was on an 
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mon duct exploration. 


No. 8: Mrs. F. W. This 58-year-old white 
female had nausea, vomiting, intermittent 
episodes of right upper quadrant pain and 
marked fatty food intolerance. Physical ex- 
amination was normal except for jaundice. 
The icteric index was 22 with a positive di- 
rect Vandenburg. X-ray studies showed non- 
visualization of the gallbladder. At operation 
a scarred contracted gallbladder with num- 
erous stones was found. With the marked 
inflammatory process about the common duct 
and jaundice, we did not depend on negative 
cholangiograms. Common duct exploration 
was done and found to be negative with 
terminal cholangiograms confirming this and 
showing the duct emptying into a large duo- 
denal diverticulum. See Fig. 17. 


Comment: Certainly one could not be criti- 
cized for exploring this common duct, even 
though negative cholangiograms place the 
etiology of the jaundice on an inflammatory 
basis. However, the advisability of passage 
of probes, dilators, etc., blindly through the 
ampulla of Vater is questioned, and when 
pressure is necessary this should be highly 
condemned. In this particular instance, one 
can readily see how the production of a false 
passage with perforation of a duodenal di- 
verticulum could easily occur. 


No. 9: Mrs. H. L. This 36-year-old white 
female previously had acute pancreatitis 
with a serum amalyse of 795 and a serum 
bilirubin of 2.3 mgm. per cent. After subsi- 
dence of the acute pancreatitis the patient 
had periodic right upper quadrant pain. Cho- 
lecystograms revealed biliary calculi. Lapar- 
otomy revealed a thick-walled, contracted 
gallbladder containing stones and a diffuse 
induration of the pancreas with distention of 
the common duct. Operative cholangiogram 
showed a spasm of the ampulla with no 
stones present. In view of the pancreatitis T- 
tube drainage was deemed advisable. A T- 
tube was inserted, and cholangiograms were 
repeated, with amy! nitrite given to the pa- 
tient just preceding these films. These show- 
ed a normal biliary tree. See Fig. 18 and 19. 


No. 10: Mr. T. P. This 73-year-old white 
male had progressive painless jaundice. An 
upper gastrointestinal series was normal 
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Fig. 17 


vith non-visualization of the gallbladder 
resent. At operation a thick-walled gall- 
ladder was found, containing two large 
‘alculi, which almost completely filled it. 
‘atheter cholangiograms revealed a normal 
iliary tract from the junction of the cystic 
ind common ducts to the ampulla of Vater. 
[he common hepatic duct showed a zone of 
omplete obstruction produced by an ex- 
trinsic scar and inflammatory process. With 
excision of scar and passage of dilators into 
the hepatic tree a free flow was obtained. 
\ T-tube was then inserted and terminal 
cholangiograms were normal. See Fig. 20 
and 21. 


Comment: The jaundice was on the basis 
of obstruction by an inflammatory scar of the 





Fig. 18 Fig. 19 
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common hepatic duct. It is evident that this 
obstruction as shown by operative cholangio- 
graphy, could have been easily overlooked. 
With such an error the post-operative course 
could have been very stormy instead of un- 
eventful. 


No. i1: Mr. O. 8. P. This was a 50-year-old 
white male with jaundice, weight loss, loss 
of appetite, and an enlarged liver. The thy- 
mol turbidity was 12 units, with cephalin 
flocculation 4 plus. A liver biopsy showed 
pericholangitic cirrhosis from obstruction. 
The patient’s jaundice increased despite vig- 
orous medical management and at the insis- 
tence of the pathologist an exploratory la- 
paratomy was performed. At the time of 
operation a perfectly normal gallbladder 
with a hepatitis exclusively limited to the 
right lobe was found. Needle cholangir- 
graphy showed a perfectly normal ductal 
system. See Fig. 22. 


Comment: In this group of individuals any 
type of extensive surgery certainly has an 
increased morbidity and mortality rate. Com- 
mon duct exploration would have been most 
hazardous. Because of the findings at the 
time of laparotomy one feels considerably 
more confident in pursuing medical treat- 
ment on such a case, when adequate visuali- 
zation of the ductal system reveals no evi- 
dence of obstruction. 

No. 12: Mr. G. B. This was a 73-year-old 
white male with right upper quadrant pain, 
fever and recurrent jaundice. The patient 
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Fig. 21 





had had an acute attack with apparent rup- 
ture of the gallbladder two weeks prior to 
admission. At operation a large subhepatic 
abscess was found. Grossly the gallbladder 
also presented a picture suggestive of adeno- 
carcinoma. Cholangiograms showed a nor- 
mal common duct. However, marked exten- 
sion of the carcinomatous process in the 
right hepatic radical was present. 


Comment: With the advent of more radi- 
cal surgery, carcinomatous involvement of 
the gallbladder and the liver is often-times 
resected. In this instance cholangiograms re- 
vealed the carcinomatous process advanced 
well beyond the line of any resection. 

No. 13: Mr. O. D. This 77-year-old white 
male had intermittent but progressive pain- 
less jaundice. Liver function studies were 
normal with preoperative x-rays showing a 
normal upper gastrointestinal tract and non- 
visualization of the gallbladder. At surgery 
the gallbladder was found enlarged with no 
stones present. The common duct was dilated 
and a 1 cm. nodular mass was palpated at 
the ampulla of Vater. Catheter cholangio- 
grams revealed a small obstructing neoplasm 
at the ampulla. Following resection terminal 
cholangiograms showed normal emptying of 
the reconstructed common duct. See Fig. 23 
and 24. 


Comment: The prognosis in carcinoma of 
the common duct is vastly different from 
that of carcinoma of the head of the pan- 
creas. Cholangiography aided materially in 


establishment of the diagnosis of duct car- 
cinoma prior to extensive surgery. 


In addition to these cases presented above, 
operative cholangiography has been found to 
be of extreme value in the biliary tract ex- 
plorations of biliary atresia as reported by 
Swenson and Fisher. It is of infinite value 
also in common duct reconstruction follow- 
ing duct injury as reported by Hughes et al. 


In examination of films following serial 
injection, we feel the first injection of radio- 
opaque media into the biliary tract is quite 
comparable to the first swallow of barium 
in an upper gastro-intestinal tract examina- 
tion. We have continued using serial films 
with repeat films being necessary in less 
than two per cent of the last 106 cases. This 
gives information of the biliary system, both 
intra-and extra-hepatic, which can be obtain- 
ed in no other way. 


Over-all Results With Routine Operative 
Cholangiography By Type 
Needle Cholangiography—44 cases 
8 non-diagnostic 
18.2 per cent error 
Catheter Cholangiography—106 cases 


2 non-diagnostic-repeat films satisfac- 
tory 


1.88 per cent error 


Terminal Cholangiography—45 cases 





Fig. 22 
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Fig. 23 Fig. 24 
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3 repeated with diagnostic films ob- 
tained 


30 per cent common duct exploration 
in 150 cases. 


This group of cases covers a three and a 
half year period. The longest follow-up is 42 
months. All cases of terminal cholangiogra- 
phy have been rechecked in six weeks with 
standard T-tube cholangiograms. There have 
been no cases of retained stones proven by 
these recheck cholangiograms, and no evi- 
dence of retained stones, clinically, from the 
remainder of this group of 150 patients. 


Summary 
1. A group of 50 consecutive cases of 
biliary tract surgery with 200 sets of cholan- 
giograms have been presented. There was no 
operative mortality nor increased morbidity. 


2. A description of technique, both from 
a radiological and surgical standpoint, has 
been described. 


3. Pitfalls in interpretation have been 
presented and normal] anatomical variations 
described. 

4. Clinical usage and intrinsic value of 
routine operative cholangiography has been 
illustrated by case discussion. 


5. Fallacies of the usual criteria for com- 
mon duct exploration are presented. 


6. The inadequacies and related dangers 
of blind common duct exploration are dem- 
onstrated. 

7. Statistical results are presented with 
a diagnostic error of 1.88 per cent present in 
the last 106 cases. 


Conclusions 


With the routine use of operative cholan- 
giography much knowledge has been obtain- 
ed pertaining to both the anatomical and 
physiological variance that may occur within 
the biliary ductal system. The incidence of 
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re-exploration of the common duct reported 
in the literature as 6-20 per cent make over- 
looked common duct stones and strictures a 
pertinent problem. In our opinion, an inci- 
dence of reoperation as high as one per cent 
constitutes a valid reason for using routine 
operative cholangiography. Common bile duct 
exploration is not easily taught to surgical 
residents because of several factors in judg- 
ment and technique. Routine operative cho- 
langiograms can facilitate this training and 
provide a permanent, objective record to as- 
sist the young surgeon in developing and 
checking his judgment. We can see no valid 
reason why this procedure should not be 
more widely used by teaching institutions as 
well as in general surgical practice. 
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Both Bone Fractures of the Leg. 
PRINCIPLES OF TREATMENT 


CARLO SCUDERI, M.D. 


One of the most common fractures of the 
present mode of living is the both bone frac- 
ture of the leg. Once the fundamentals of 
the treatment of these shaft fractures are 
understood, the various present methods of 
treatment can be rationally applied. 


Pathological Physiology 


In Figure I is diagramatically shown an 
intact tibia and fibula with the large muscle 
bellies of the calf. The major muscles of this 
group have their origin in the femur and 
their insertion in the bones of the foot. As 
long as the tibia and fibula remain intact, 
these muscles function without impairment. 
The muscle tone remains uniformly normal. 
However, as soon as the firm fixation of the 
tibia and fibula are removed, and pain is 
produced because of a both bone fracture of 
the leg, these muscles are thrown into spasm. 
The contraction of these muscles becomes 
markedly intensified and prolonged over the 
normal. The origin and insertion of these 
muscles tend to approximate one another be- 
cause of the muscle contractions and the loss 
of bone stability as results in fractures as 
illustrated in Figures 4, 5, 6, and 7. Short- 
ening and displacement inevitably occurs un- 
lese adequate treatment is rendered. 


Solitary Fracture of the Fibula 


Occasionally the shaft of the fibula is 
fractured and the tibia remains intact. No 
shortening can occur, and the displacement 
of the fibular fracture is minimal, if at all. 
(Figure 2). 

This particular fracture can be success- 
fully treated without any cast in cooperative 
adults. Avoidance of weight bearing by the 
use of crutches for five to six weeks is us- 
ually all that is necessary to attain a suc- 
cessful result. 


In children and uncooperative adults, the 
application of a cast from the lower third 
of the femur to the toes, reminds the pa- 
tient that he is not to bear any weight on 
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the extremity . Secondly, should the patient 
become unruly, the cast will minimize any 
possible secondary trauma with result- 
ing pain. 


Solitary Fracture of The Tibia 


As the tibia is the main weight bearing 
bone of the lower leg, fractures of the tibia 
alone are of a greater magnitude than soli- 
tary fractures of the shaft of the fibula. 
(Figure 3). However, as long as the fibula 
remains intact, the tibia has an excellent in- 
ternal splinting and no shortening can oc- 
cur. Displacement of the bones at the frac- 
ture site may occur but it is most unusual 
for it to be very great. Pain from this type 
of fracture is substantial, and for this rea- 
son, immobilization in a cast is very import- 
ant. The cast should extend from the mid- 
dle third of the femur to the toes. Unlimited 
weight bearing in this type of fracture is not 
advisable under four to five months in the 
average adult. Of course, many factors come 
into play, and clinical judgment must gov- 
ern the merits of each particular case. In 
children the period of healing is much more 
rapid in all of the fractures discussed in 
this paper, and the period of immobilization 
should be shortened accordingly. 


In certain rare occasions where a very 
severe local force has produced the fracture 
with complete displacement of the bone ends, 
open reduction with simple reapposition of 
the bone fragments may be necessary. The 
most common etiological cause of this type 
of fracture is the automobile. 
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Transverse Fractures of the Tibia 
and the Fibula 


Occasionally the tibia and fibula are brok- 
en at the same level, in a transverse direc- 
tion. (Figure 4). The ends are jagged and 
are locked with one another. It is very diffi- 
cult for this fracture to disengage itself. No 
shortening can occur and only angulation will 
result. For this reason, the simple immobili- 
zation of the leg in a circular cast extending 
from the mid thigh to the toes is all that is 
required. Any axial deviation can be cor- 
rected by secondary wedging of the cast. 


Oblique Fractures of the Tibia and the Fibula 


In Figure 5, we see an oblique both bone 
fracture of the tibia and fibula with over- 
riding and displacement. It is impossible to 
successfully reduce and maintain the reduc- 
tion during the process of healing by the use 
of a simple cast in this type of case. Muscle 
spasm and contracture inevitably will pull 
the fragments past one another. For this 
reason some form of therapy is required 
which will counteract or prevent this short- 
ening and displacement. 

Skeletal traction will overcome the short- 
ening and frequently the displacement, but 
this procedure requires a long hospital stay 
with the leg in traction until some evidence 
of beginning union takes place. This is some- 
where in the vicinity of five to seven weeks. 

Double pin fixation with a Steinman pin 
through the preximal and one through the 
distal fragment with reduction and immobil- 
ization in a circular cast will work very 
well if correctly used. Distraction of the 
fragments must be avoided. Once the cor- 
rect alignment is attained, the patient can 
be permitted up and about on cruches and 
can be discharged to his home and treated 
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as an out-patient. 

The use of beaded wires incorporated in 
a cast maintain excellent reduction and fixa- 
tion. In the hands of men experienced in this 
field, this method is’ most satisfactory. 

The use of multiple pin fixation of the 
fragments with external bar stabilization 
should be reserved for only those cases where 
large skin defects prohibit the use of other 
methods. This method frequently leads to 
avoidable complications and is secondary to 
other methods of choice. 

In the presence of good skin, and a patient 
in relatively good health, the author has felt 
that internal fixation by the use of two 
screws is most satisfactory. By this method 
immediate anatomical apposition is attained 
and the use of a circular cast is then neces- 
sary until a solid bony union occurs. Because 
of the anatomical apposition and the firm 
fixation, this type of treatment produces a 
bony union in about one-third less than the 
usual length of time required by most other 
methods. 

Adequate equipment is necessary to re- 
duce and maintain reduction during the op- 
erative procedure if success is to result. Im- 
provised methods during the operation are 
frequently disastrous. The use of a con- 
strictor and a fracture table are indispens- 
able pieces of armamentarium. 

This method has been used by the author 
whenever feasible for the last 18 years with 
a negligible number of complications or fail- 
ures. 


Both Bone Fractures of the Tibia and Fibula 
with an Intermediary Third Fragment 
In Figure 6 is a complicated fracture be- 
cause the intermediary fragment tends to 
get out of line and usually one or the other 
end goes on to a non-union. For this reason 
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early adequate reduction is necessary and 
can only be successfully obtained by open 
reduction and plating on the lateral side of 
the tibia. The T & G stainless steel plate 
lends itself very readily to this type of frac- 
ture because it is long and can be overlapped 
one upon the other to give length and 
strength to the fixation. Intramedullary 
nailing of this type of fracture using the 
Rush Pin works very well in the hands of 
those experienced in the procedure. It re- 
quires less dissection and less time than a 
plate application. The author has been high- 
ly pleased with his experiences in this type 
of fracture using the Rush Pin. 

Skeletal traction will serve to overcome 
the shortening but does not assure proper 
alignment of the third fragment. In addition 
distraction easily results, leading to a non- 
union. 


Severly Communited Both Bone Fractures 
of the Leg 


- 


In Figure 7 is illustrated a severely com- 
munited both bone fracture of the leg. Skele- 
tal traction is certainly indicated in this 
type of injury, otherwise shortening and an- 
gulation result. Double pin fixation is def- 
initely contra-indicated. It is axiomatic “The 
more comminuted a fracture, the less is the 
indication for surgery”. Any attempt at in- 
ternal fixation in this type of fracture only 
adds to the already existing problem. This 
type of case requires long immobilization 
and protection from weight bearing and fre- 
quently requires a bone graft for a delayed 
or non-union. 





In some cases where the tibia is markedly 
comminuted and the fibula has a simple 
fracture, plating of the fibula restores length, 
alignment, and gives relatively good fixa- 
tion to the fracture of the comminuted tibia. 
This procedure works ideally when one has 
an associated compounding of the tibia. Less 
dissection is required, and the foreign body 
of the plate and screws are away from the 
damaged soft tissue. 


Conclusions 


1. Early adequate reduction and fixation 
are desirable in all cases. 

2. The counteracting of the forces pro- 
duced by muscle contractures must be under- 
stood and constantly kept in mind during 
the treatment. 

3. Single fractures of the fibula or tibia, 
or transverse fractures of both bones of the 
leg can be successfully treated by casts 
alone. 

4. Oblique both bone fractures of the leg 
are best treated by open reduction and in- 
ternal screw fixation. Double pin fixation or 
beaded wires can also be used with very sat- 
isfactory results. 

5. Intermediary third fragments of the 
tibia with displacement are best treated by 
internal plate fixation or intramedullary pin 
fixation of the Rush or Lotte type, in order 
to prevent shortening and also to lessen the 
incidence of non-union. 


6. Severely comminuted both bone frac- 
tures of the leg are best treated by skeletal 
traction or double pin fixation. 


“Medic” Is New TV Program 


“Medic,” a stirring, step-by-step approach 
to current medical, surgical and psychologi- 
cal problems, is a new series appearing three 
out of four Mondays at 8:00 p.m. on WKY- 
TV. 

Produced as documentary dramas which 
are based upon authentic medical informa- 
tion, “Medic” has received the official en- 
dorsement of the Los Angeles County Med- 
ical Associaton. 
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This portrayal of the medical profession 
is written and supervised by James Moser, 
best known for his original work with the 
NBC Television-Radio series, “Dragnet.” The 
triumphs and tragedies of the struggles of 
the medical profession for the preservation 
of life provide the basic theme for the 30- 
minute show. 

WKY-TV invites comments from members 
of the medical profession in reference to 
this unusual television series. 
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Cortisone im 


BLACK WIDOW SPIDER BITE 


JOHN M. GOUDY, M.D., and H. A. MASTERS, M.D. 


Cortisone has proven of value in a wide 
variety of allergic and toxic conditions. Dur- 
ng a study on the use of this drug in the 
reatment of venomous snake bites, we re- 
‘eived numerous inquiries about its effec- 
iveness in black widow spider bite. We 
vish to report the treatment of two such 
ases in which we achieved good results. An 
idditional case of spider bite, not a black 
vidow, has been treated, and will be includ- 
d in this report, since it illustrates some of 
he difficulties which arise in evaluating the 
ise of cortisone in any condition. 

Black widow spider bite appears to re- 
spond to a_ wide variety of therapeutic 
igents. It is characteristic of this condition 
that the patient appears gravely ill when 
first seen, but recovers very rapidly, often 
within 24 hours. The mortality rate is very 
low, considering the severity of the symp- 
toms, being given as under six per cent and 
there are no reports of fatality in the recent 
literature. 

Calcium gluconate is accepted as the stan- 
dard treatment (1), but good results have 
been reported with neostigmine methylsul- 
fate (2), magnesium sulfate (3), sodium 
thiosulfate (4), phyatromine (5), epineph- 
rine (6), and opiates (7). Perhaps the most 
important point in the treatment is to 
avoid confusion with acute surgical condi- 
tions of the abdomen, which the condition 
often mimics quite closely. 


Case I: The first patient was an eight 
month old male infant, well developed and 
very well nourished, who was bitten on the 
right leg by a black shiny spider, 24 hours be- 
fore admission. Examination revealed an 
acutely ill infant with 105 (R) tempera- 
ture, abdominal distention, and erythema 
and edema of the right leg, extending from 
the ankle to the hip. A small papule within 
a blanched area two centimeters in diameter 
marked the spider bite. The possibility of 
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osteomyelitis was considered and ruled out 
by x-ray. Laboratory findings were leuko- 
cytosis and a predominance of neutrophiles. 


Streptomycin and cortisone one-fourth cu- 
bic centimeters each) were given immediate- 
ly, and daily thereafter for three days. After 
the initial injection, abdominal distention 
and, apparently, pain continued. 


Three cubic centimeters of calcium glu- 
conate was given intravenously four hours 
after admission, with immediate relief. Dur- 
ing the next 12 hours the temperature drop- 
ped slowly to 101 (R). It rose to 104 (R) 
on the day following admission, then be- 
came, and remained normal. The local symp- 
toms subsided rapidly and the patient was 
discharged on the fifth hospital day. 


Case II]: The second patient presented him- 
self for treatment four hours after being 
bitten on the lower lip by a spider which 
he described as brown and hairy, definitely 
not a black widow. Examination revealed an 
acutely ill male 64 years of age, with pain 
and swelling of the lower lip and consider- 
able edema along the mandible on the af- 
fected side. Oral temperature was 101.4, but 
no other signs or symptoms were present. 
At the time of admission, no local wound 
could be seen. He was placed on Benadryl 
(R), 100 milligrams orally four times daily, 
and ice packs were applied locally. Pain was 
controlled by aspirin, 10 grains as needed. 
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The following day the edema and pain 
were considerably lessened, but the fever 
persisted around 101. Beginning ulceration 
of the lip was noted and the patient com- 
plained of generalized aching and chilling. 
These symptoms persisted for the next three 
days. Twenty five milligrams of cortisone 
were given on the third day. Because of the 
fever and local infection, streptomycin was 
also given. While no definite results from 
cortisone could be demonstrated, the patient 
felt that it helped and requested another in- 
jection on the following day. 


Ulceration of the lip progressed, and on 
the fifth day a blister developed on the muc- 
osa beneath the external wound. Through 
and through perforation could not be dem- 
onstrated, although the mucosal lesion be- 
came much larger than the external ulcer. 
The patient made an uneventful recovery 
and was released on the eighth hospital day. 
All edema had subsided and the external 
wound was completely healed, although slight 
mucosal ulceration persisted. 


Case III: The third patient was a four- 
year-old white male who entered the office 
one hour after having been bitten by a black 
widow spider. The spider was seen and killed 
by his father. On admission the boy was 
cramping severely and had difficulty in get- 
ting his breath. He was given 1-6 grain of 
morphine which gave partial relief in 30 
minutes. At that time he was given 2-10 cu- 
bic centimeters of adrenalin. This had no ap- 
parent effect. He was then given 10 milli- 
grams of hydrocortisone, orally. Within one 
hour following the hydrocortisone he was 
reasonably comfortable and fell asleep. He 
was asked to remain in the office five hours. 
At the end of that time he had awakened 
from the effect of the morphine and was 
still reasonably comfortable. He was sent 
home with a prescription of hydrocortisone, 
five milligrams of which was to be given 
orally twice a day. Since there was no as- 
surance that the hydrocortisone would give 
continued relief from the pain and cramp- 
ing, morphine was also prescribed, 


Two days later he returned to the office. 
He had been reasonably comfortable and had 
not required any of the morphine. The only 
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remaining symptom was slight aching in his 
legs. The dose of hydrocortisone was reduced 
to five milligrams once a day. If symptoms 
returned, he was to increase the dosage. It 
was reported that he had no return of symp- 
toms and medicine was discontinued after 
four days treatment. 


Comment 


Cortisone has been shown to be of some 
danger in acute infections, and we are re- 
luctant to employ it in the presence of fever 
without the protection of an antibiotic. Sec- 
ondary infection is common in all types of 
spider bite and was apparently a factor in 
the first two cases. 

The question naturally arises as to the 
role of cortisone in the tissue breakdown not- 
ed in Case Ii. This type of reaction com- 
monly follows the bite of non-poisonous spid- 
ers and we do not feel that the cortisone 
was responsible. We have employed corti- 
sone in much higher dosage following sur- 
gery with no evidence of impairment of heal- 
ing. 

ACTH is available in a form which can 
be given intravenously for more rapid ac- 
tion. This preparation would probably be 
more useful for the acute pain and abdomi- 
nal cramping. It should be emphasized that 
the symptoms of black widow spider bite 
may closely mimic acute surgical conditions 
of the abdomen, and unnecessary operations 
may be performed if this fact is not re- 
membered. 

Antivenin is available for treatment, but 
in view of the many preparations which are 
effective, there is little need for its use. 
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Control of Gastric Motility and Spasticity 
in Peptic Ulcer with Banthine® 


hours, day and night, with subsequent ad- 


**The need' for suppressing gastric motility 
and spastic states is... fundamental in 
peptic ulcer therapy. Since the cholinergic 
nerves are motor and secretory to the 
stomach and motor to the intestines, agents 
capable of blocking cholinergic nerve stim- 
ulation are frequently used to lessen motor 
activity and hypermotility.” 

Banthine? “has dual effectiveness ; it in- 
hibits acetylcholine liberated at the post- 
ganglionic parasympathetic nerve endings 
and it blocks acetylcholine transmission 
through autonomic ganglia.” 

It has been shown! to diminish gastric 
motility and secretion significantly as well 
as intestinal and colonic motility. 

The usual schedule of administration in 
peptic ulcer is 50 to 100 mg. every six 
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justment to the patient’s needs and toler- 
ance. After the ulcer is healed, mainte- 
nance therapy, approximately half of the 
therapeutic dosage, should be continued 
for reasonable assurance of nonrecurrence, 

Banthine® (brand of methantheline bro- 
mide) is supplied in: Banthine ampuls, 50 
mg.—Banthine tablets, 50 mg. 

It is accepted by the Council on Phar- 
macy and Chemistry of the American 
Medical Association. Searle Research in 
the Service of Medicine. 


1. Zupko, A. G.: Pharmacology and the General 
Practitioner, GP 7:55 (March) 1953. 

2. McHardy, G. G., and Others: Clinical Evalu- 
ation of Methantheline (Banthine) Bromide in Gas- 
troenterology, J.A.M.A. 147 :1620 (Dec. 22) 1951. 
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PRESIDENT’S LETTER 


Desegregation is part of the new world social order, and of all social reforms that 
have taken place in the past 30 years, desegregation will probably result in the great- 
est benefits. It is certainly Christian in principle, and is definitely an advance in our 


ethical and moral thinking. 


The problem of social and economic racial equality has been studied for years by the 
best minds of all races. In the United States prejudice and the fear of a disturbed econ- 
omy have ben the most harassing stumbling blocks to the solution of the problem. Indi- 
vidual members of the medical profession, for the most part, have made little distinction 
in a man’s color, creed, or economic status, but the medical profession as a whole is due 
some criticism for not taking an earlier and more definite lead in the solving of this 


problem. 


Segregation of the members of our own profession has persisted until recent years, 
but, fortunately, this is rapidly disappearing. Several Oklahoma county societies, 
namely: Grady, Tulsa, Okfuskee, Okmulgee, and Muskogee have ended segregation in 
the past five years, which is a wise and just policy, and one for which they should be 
commended. At its September meeting the Oklahoma County Medical Society voted by 
an overwhelming majority to admit three Negro doctors as members. This lead should 
be followed by the remaining county societies in the state. 


President 
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Make Plans Now For 
AMA’s Miami Meeting 


Sunny skies, swaying palms and broad 
sandy beaches are but a few of the attrac- 
tions Miami offers physicians and their wives 
planning to attend AMA’s eighth annual 
Clinical Meeting Nov. 29-Dec. 2. An excel- 
lent scientific program — including lectures, 
exhibits, motion pictures and color televi- 
sion — plus a large array of technical ex- 
hibits have been lined up for AMA visitors. 

This year’s program stresses the practical 
everyday problems which face the general 
practitioner. The lecture program will include 
subjects of broad interest in the fields of 
medicine, surgery, pediatrics, neuropsychia- 
try, and obstetrics and gynecology. Motion 
pictures will be shown continuously, and a 
special evening film program has been ar- 
ranged. Bringing the operating room direct- 
ly into the lecture hall, color television pro- 
grams will originate from the Jackson Me- 
morial Hospital. The Scientific Exhibit will 
feature about 80 exhibits, and demonstra- 
tors will be on duty throughout the week to 
answer physicians’ questions. 

Lectures, both the Technical and Scien- 
tific Exhibit, motion pictures and color tele- 
tific Exhibits, motion pictures and color tele- 
at Dinner Key Auditorium. The McAllister 
Hotel has been selected as the headquarters 
for House of Delegates meetings. 


Cancer Society Notes 


The American Cancer Society, Oklahoma 
Division, wishes to announce its second an- 
nual medical and scientific meeting Decem- 
ber 3, 1954, at the Skirvin Hotel, Oklahoma 
City. 

A panel of outstanding authorities will 
read papers in the field of cancer treatment 
and care. The speakers and their tentative 
subjects are: 

Claude F. Dixon, M.D. — 1. Intestinal 
Polyps and Their Management; 2. Cancer 
of the Rectum. 

Herbert E. Schmitz, M.D.—1. Cancer of 
the Vulva; 2. Cancer of the Cervix. 

David A. Wood, M.D.—1. Pathology of the 
Thyroid Gland; 2. Utilization of Frozen Sec- 
tions in the Treatment of Cancer. 
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Physician Is Indian 
Ambassador In Europe 


Charles Ed. White, M.D., Muskogee, right, 
is pictured pausing for a short chat with 
Capt. Charles Kratovil and Hostess Beth Ho- 
ward prior to his departure for Geneva 
where he addressed the International Con- 
gress on Gynecology and Obstetrics July 26. 

Doctor White made the journey as an of- 
ficial ambassador of the Cherokee Indian 
Tribe, a post last held by General Sam Hous- 
ton in 1829. The official action was unani- 
mously approved by the 12-man executive 
committee of the Cherokees. 

The honor was conferred by Principal 
Chief of the Cherokees, W. W. Keeler, Vice- 
President of the Phillips Petroleum Company 
and Ear! Boyd Pierce, attorney for the Cher- 
okee Nation. 





Donald B. Effler, M.D.—1. Cancer of the 
Esophagus and Upper End of the Stomach; 
2. Cancer of the Lung. 

Charles S. Cameron, M.D.—The Present 
Outcome of the American Cancer Society’s 
Extensive Survey in the Relation of Tobacco 
Smoking and Cancer of the Lung. 
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The introduction and rapid widespread adoption of 
ACHROMYCIN has opened a new chapter in the 
history of broad-spectrum antibiotics. 


ACHROMYCIN fulfills the requirements of the ideal 
antibiotic in virtually every respect . . . wide-range 
antimicrobial activity, in vivo stability, tissue pene- 
tration, minimal toxicity. 


ACHROMYCIN is truly a broad-spectrum weapon, 
effective against Gram-positive and Gram-negative 


LEDERLE LABORATORIES DIVISION ameacaw 





Hydrochloride 
Tetracycline HCI! Lederle 


bacteria, as well as certain mixed infections. 


ACHROMYCIN is more stable and produces 
fewer side effects than certain other broad- 
spectrum antibiotics. 


ACHROMYCIN provides prompt diffusion in body 
tissues and fluids. 


ACHROMYCIN is destined to play a major role among 
the great therapeutic agents. 


idcoumvy PEARL RIVER, NEW YORK 
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Physicians Casualty & Health Ass’ns. 
Omaha 2, Nebraska 
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Deaths 


WALTER H. MILEs, M.D. 
1891-1954 

Walter H. Miles, M.D., director of the Ok.a- 
homa City Health Department for 28 years, 
died August 31 after an illness of two weeks. 
Born October 26, 1891 in Maquoketa, Iowa, he 
came to Oklahoma City in 1901 with his par- 
ents. He received a bachelor of science de- 
gree from Oklahoma University in 1916 be- 
fore going on to medical school. He received 
his medical degree in 1918. He served in the 
army from 1940 to 1946 and saw duty in 
Africa and Sicily with the 45th, then in the 
winter of 1943 was assigned to public health 
work and served in Italy and later Austria 
under military government. 

He was active in medical organizations, the 
Reserve Officers organization, American 
Legion, Army and Navy club, Masons, Shrine, 
Knights of Pythias, Lions Club and Congenial 
Dinner Club. 

THAD C, LEACHMAN, M.D. 
1874-1954 

Thad C. Leachman, M.D., formerly of 
Woodward, died in a Richmond, Virginia, hos- 
pital August 5. 

He was honored by Woodward county citi- 
zens on September 2, 1948, at a celebration 
attended by more than 4,000 adults he had 
delivered. 

Doctor Leachman was born at Terre Haute, 
Ind. and was graduated from the University 
of Tennessee medical school. He began his 
practice at Woodward in 1904, moved for a 
brief time to Rogers County, Ark., then to 
Bellingham, Wash., and returned to Wood- 
ward in 1906 where he practiced until his re- 
tirement. 

He was active in medical organizations and 
was a member of the Masonic lodge and a 
charter member of the Woodward Kiwanis 
club. 

FREDERICK R. SUTTON, M.D. 
1875-1954 

Frederick R. Sutton, M.D., Bartlesville phy- 
sician for 26 years, died in an Oklahoma City 
hospital August 11 after an extended illness. 
He had retired from practice in 1925 and 
moved to Oklahoma City. 

He was born in Hartford, Kansas and came 
to Oklahoma in 1889. He attended medical 
school in Kansas City and graduated from 
Columbia in New York. 


Journal of the Oklahoma Medical Association 








No: 








ALEXANDER BARKLEY, M.D. 
1859-1954 

Alexander Barkley, M.D., one of Okla- 
homa’s first physicians, died in Oklahoma 
City September 25. He had been in ill health 
for some time. 

Doctor Barkley was born in Beardstown, 
Mo. He studied medicine in St. Louis and 
practiced in Rigor, Mo. until 1893 when he 
made the Cherokee Strip run. He practiced 
at Pond Creek and Hobart. He retired for a 
short time but the shortage of doctors in 
World War I forced him to resume his prac- 
tice. He moved to Norman in 1922 when he 
again retired. 

THOMAS W. STALLINGS, M.D. 
1877-1954 

Thomas W. Stallings, M.D., a Life Mem- 
ber of the Tulsa County Medical Society, died 
July 15 after an illness of two years. 

He attended Tulane University and in 1905 
received his medical degree from Louisville 
Medical School, Louisville, Kentucky. He en- 
tered practice at Allen, Oklahoma in 1907 and 
later practiced in Tishomingo before moving 
to Tulsa in 1917. 


E. E. HEADY, M.D. 
1869-1954 

E. E. Heady, M.D., pioneer Harper county 
physician, died in a Texas hospital August 
6. He was born at Monticello, Ind. and began 
teaching school when 17 years old. He later 
attended the University of Louisville School 
of Medicine and moved to Oklahoma in 1895. 
He served in the medical corps in World War 
I. When he retired from practice in 1943, 
he was practicing in Goodwell. 

J. W. DRIVER, M.D. 
1898-1954 

J. W. Driver, M.D., Perry, died September 
19 following a cerebral hemorrhage. 

Doctor Driver was born at Helena, Mo. He 
moved to Ponca City with his family as a boy 
and lived there until going to college. After 
graduation in 1933 from the Rush Medical 
College he began the practice of medicine at 
Perry. 

ALONZO C, MCFARLING, M.D. 
1878-1954 

A. C. McFarling, M.D., died July 29 in 
Shawnee. He was graduated from the Fort 
Worth School of Medicine in 1909 and had 
practiced in Shawnee nearly 40 years. 





PANELS ON TIMELY TOPICS. 
MEDICAL COLOR TELECASTS. 
TEACHING DEMONSTRATIONS. 


TECHNICAL EXHIBITS. 





ANNUAL CLINICAL CONFERENCE 


CHICAGO MEDICAL SOCIETY 
MARCH 1, 2, 3, 4, 1955 


Palmer House, Chicago 


DAILY HALF-HOUR LECTURES BY OUTSTANDING TEACHERS AND SPEAKERS 
on subjects of interest to both general practitioner and specialist. 


SCIENTIFIC EXHIBITS worthy of real study and helpful and time-saving 


The CHICAGO MEDICAL SOCIETY ANNUAL CLINICAL CONFERENCE should 
be a MUST on the calendar of every physician. Plan now to attend and 
make your reservations at the Palmer House. 
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MANUAL OF ANTIBIOTICS 1954- 
5. Prepared under the editorial direction 
of Henry Welch, Ph.D. Cloth. $2.50. Pp. 
87. Medical Encyclopedia, Inc., 30 East 
60th St., N.Y. 22, N.Y. Distributed by 
American Pharmaceutical Association, 
2215 Constitution Ave., N.W., Washing- 

ton, D.C. 

The flood tide of trade-names for antibi- 
otic preparations manufactured, or distri- 
buted by, American drug houses is well 
mirrored in this compilation. In it are listed 
over 600 such names varying frem the lud- 
icrous to the sublime. For example: Bio- 
kets; Bovoc Pink-eye Powder; Cafed Nose 
drops, etc! All of the antibiotic drugs com- 
mercially available in the United States are 
listed alphabetically by their generic terms. 
Under these are grouped the trade-names of 
each manufacturer, the active ingredients 
and the indications for usage. Separate in- 
dices list trade-names, generic terms, and, 
finally, manufacturer addresses. 

In his preface Doctor Welch states that it 
is planned to revise and keep up to date 
the constant flow of new trade-names for 
the antibiotic preparations. 

The manual will be useful primarily to 
pharmacists, reference libraries and the fel- 
low who misplaces the equivalent flood of 
three - color - product - information brochur- 
es that pours through his office door each 
day. John G. Matt, M.D. 


BEYOND THE GERM THEORY. Edited by 
lago Galdston, M.D., New York Academy 
of Medicine. Published by the Health Ed- 
ucation Council. 1954. 

This is a most interesting sort of compila- 
tion. The authors, physicians, and Ph.D.,’s 
have chosen a rather interesting title for 
the manuscript. It would seem to me after 
reading the book that now, according to the 
authors, the “term” to fear is man. Micro- 
scopic organisms have, so far as the writers 
of the book are concerned, become unim- 
portant. ““Man, science demonstrated, can in 
a measure fend against germs by destroying 
them and by neutralizing their poisons. 

I would only say—really!? I am not 
so secure about the end results of antibio- 
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tics! Not a mention of viruses is made in 
the book. 

The essence of the treatise is that germs 
are of no longer any threat or trouble to man 
— but instead, that man himself as a germ 
has become the primary problem and cause 
of disease. 

Such philosophical ruminations as _ ex- 
pounded by the authors could result in the de- 
velopment of a bizarre pseudo-scientific psy- 
chological empire! 

I would like to issue an admonition to the 
grandchildren of the authors — watch out 
for other miscroorganisms, insects, other an- 
imals, and maybe plants that were not given 
any authority and respect at the “council 
table’. —Coyne H. Campbell, M.D. 


Five Attend Public 
Relations Conference 

The AMA’s Public Relations Institute in 
Chicago September 1 and 2 attracted al- 
most 300 state and county medical society 
representatives. Among those attending the 
“crackerbarrel institute” from Oklahoma 
were John McDonald M.D., John W. Rec- 
ords, M.D., Chairman of Oklahoma’s Com- 
mittee, Dick Graham, Executive Secretary, 
all from Oklahoma State Medical Associa- 
tion; Alma F. O’Donnell, Executive Secre- 
tary, Oklahoma County Medical Society; and 
Jack Spears, Executive Secretary, Tulsa 
County Medical Society. 

The institute, planned primarily for lay 
executive and PR personnel, M.D. chairmen 
of PR committees, and Auxiliary PR com- 
mittee women, was the most successful ever 
held. The two-day meeting featured experts 
in medical television production, direct mail 
promotion, AMA services, medical fees, the 
role of medical assistants, medical motion 
pictures, and inter-organizational coopera- 
tion. 

Another meeting, keyed to the public rela- 
tions needs of individual physicians, will be 
the AMA’s Seventh National Medical Pub- 
lic Relations Conference in Miami at the 
McAllister Hotel, Sunday, November 28 — 
the day preceding the opening of the Clini- 
cal Session. 
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Aduits —32 mg. to 0.1 Gm. 
(optimal 50 mg.), 3 or 4 times daily. 


Children — 16 to 32 mg., 








The calming influence of Mebaral 
is eminently helpful in 


tension and anxiety states 

nervous symptoms of the menopause 
neurasthenia 

mild psychoses 

hysteria 

hyperthyroidism 
migraine 

pruritus 


hyperemesis nervosa 





hyperemesis gravidarum \ 


restlessness and irritability associated 
with pain or infection 


cardiovascular disorders 
allergies 


alcoholism 





— 


New Yorw 18, 
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Tablets of 50 mg. (% grain) 
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| = Lave You ed 7 


HAROLD G. SLEEPER, M.D., Oklahoma City, 
has been elected councilor for Oklahoma of 
the Mid-Continent Psychiatric Association. 

FRANK AUSTIN, M.D., formerly a major in 
the medical corps stationed at Fort Sill, has 
opened his office in Lawton. 

ALFRED H. BUNGARDT, M.D., until recently 
medical director of Crippled Children’s Hos- 
pital, has entered private practice in Tulsa. 

C. H. SMITH, M.D., has opened his office 
in Duncan. 

SAMUEL SEPKOWITZ, M.D., Oklahoma City, 
has been named pediatrician for the Okla- 
homa County Juvenile Court. 

WILLIAM O. COLEMAN, M.D., has opened 
his offices in the Osler Annex, Oklahoma 
City. 

ROBERT ZUMWALT, M.D., graduate of the 
University of Oklahoma School of Medicine, 
is now in practice at the Tecumseh Clinic. 

W. P. LERBLANCE, JR., M.D., Hartshorne, 
has been appointed a member of the Pitts- 
burg County Excise Board. 

JACK BAXTER, M.D., Shawnee, has reported 
for active duty with the U.S. navy as lieuten- 
ant commander. 

JACK C. MILEHAM, M.D., Chandler, has re- 
cently opened his new 23 room hospital and 
clinic in Chandler. 

G. R. BooTH, M.D., Wilburton, was honored 
by the University of Tennessee as a graduate 
of 1904. He was one of 47 physicians pre- 
sented the Golden “‘T” certificate September 
27. 

DONALD WILLIAMSON, M.D., has joined L. 
M. Pascuccl, M.D. aad E. 8S. KERCKEs, M.D. 
in their recently-established radiological pri- 
vate office, in Tulsa. 








HEARING is their business! 


These are the Audivox Hearing Aid Dealers who 
serve you in Oklahoma. Audivox dealers are 
chosen for their competence and their interest 
in your patients’ hearing problems. 


MUSKOGEE 

Muskogee Hearing Center 
515 Metropolitan Building 
Tel: 3603 

OKLAHOMA CITY 
Audivox of Oklahom City 
311 North Robinson 

Tel: Forest 5-4266 
OKLAHOMA CITY 
Hearing Service of Oklahoma 
802 Medical Arts Building 
Tel: Forest 5-0911 
TULSA 

Tulsa Hearing Center 
415 South Boston Street 
Tel: Tulsa 4-8788 
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MEDICAL CENTER BUILDING 
525 NW IIth Street 
Oklahoma City 


Air-conditioned facilities avail- 
able for physicians and dentists 


CEntral 2-6144 








Tenth Annual 


POSTGRADUATE COURSE 


SURGERY 
Four Days, January 17 to 20, 1955 


Guest Instructors: 


RICHARD B. CATTELL, M.D., The Lahey Clinic 

DAVID M. DAVIS, M.D., Jefferson Medical College 

J. ENGLEBERT DUNPHY, M.D., Harvard Medical 
School 

DAVITT A. FELDER, M.D., University of Minnesota 

JOHN H. GRINDLAY, M.D., The Mayo Clinic 

CHARLES HUFNAGEL, M.D., Georgetown University 

AMOS R. KOONTZ, M.D., Johns Hopkins University 

CHAMP LYONS, M.D., Medical College of Alabama 

EARLE B. MAHONEY, M.D., University of Rochester 

K. ALVIN MERENDINO. M.D., University of Wash- 
ington 

H. WILLIAM SCOTT. JR., M.D., Vanderbilt Univers- 

ity 

DANLEY P. SLAUGHTER, M.D., University of Illi- 
nois 

HARVEY B. STONE, M.D., Johns Hopkins University 

ORVAR SWENSON, M.D., Tufts College 

HOWARD ULFELDER, M.D., Harvard Medical School 

NATHAN A. WOMACK, M.D., University of North 
Carolina 

Also twenty members of the faculties in Surgery and 
Gynecology of the University of Kansas 


For program announcement and information, write: 
Extension Program in Medicine 


UNIVERSITY OF KANSAS SCHOOL OF MEDICINE 


Kansas City 12, Kansas 
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